Intracranial complications during pregnancy or the puerperium may manifest in the form of seizures, neurological or endocrine deficits, or deterioration in sensorium. Subdural empyema complicating an otherwise uneventful pregnancy or puerperium, to the best of our knowledge, has not been reported earlier Case report A 20-year-old woman delivered a normal fullterm baby in hospital in March 1994. She was normotensive and gave no history of taking oral contraceptives. On the fifth post-partum day, she complained of increasing headache followed by generalised tonic-clonic seizures. Seizures were controlled by intravenous diazepam. Clinically, she was drowsy, febrile and had paresis of her left lower limb with Babinski sign. Fundus was normal. There was no evidence of chronic middle ear disease or sinusitis. Computed tomography (CT) of the brain showed falcine subdural empyema (figure). Antibiotic therapy (penicillin, chloromycetin, metronidazole) was started and the subdural empyema was evacuated by a burr hole. About 30 ml of thick creamy pus was evacuated. There was rapid resolution in her symptoms and she was discharged after six weeks of antibiotic therapy. Pus and blood cultures were sterile. She was asymptomatic at the time of last review in May 95.
Subdural empyema is an uncommon intracranial suppurative lesion, known for its high mortality and morbidity. It constitutes 13-20% of all intracranial suppurations.1-3 In a study from Chandigarh,4 it was seen to account for 10% of all intracranial suppurations. In the Western literature, the common predisposing factors quoted are paranasal sinusitis5 and meningitis.6 Chronic middle ear disease is a major aetiological factor from India.4'7 Other aetiologic factors may be trauma4 and subdural effusion.7 We could not find any report of pregnancy or puerper- although they subsequently refuted this advice.3 Clearly, instituting resuscitation in a futile situation like this is totally inappropriate and therefore we agree it would be detrimental to discuss this with the patient unless he/she insists on discussion.
Since our study we have realised the importance of adhering to a CPR policy. Our policy now includes advice about discussing these issues with patients and relatives. CPR status is considered on admission and each week all patients' CPR status is discussed in a case conference with nurses, junior doctors and paramedical staff, as well as being considered on all the consultants ward rounds. We discuss CPR status with patients in appropriate circumstances. However, doctors (even senior ones) often lack the communication skills required for this and certainly these skills are not imparted as part of undergraduate or postgraduate training. It is sometimes difficult even to bring up the subject of resuscitation with a patient but including details of CPR policy in written information given to patients may be helpful in opening the conversation, eg, "I wonder whether you have read this part of your hospital booklet Mrs Brown which talks about resuscitation? What do you think about that? Are there any questions you want to ask me about resuscitation?" We find that this is often a good way to open the conversation on resuscitation with patients. Written information, however, is certainly not a substitute for the doctor discussing these important issues with patients in appropriate circumstances. In order for the doctor to perform these duties in a caring compassionate manner it is essential that he/she receives adequate training in these communication skills. 
